Section of Neurology 675
glandular cells of the suprarenal cortex, so that when the latter were much too active, an excessive functional activity of the basophilic cells in the anterior part of the pituitary gland was secondarily likely to be present also; and it would not be surprising that under such circumstances minute basophilic adenomata of the pituitary gland should occasionally develop. By way of analogy it might be remembered that in cases of fibrosis of the liver or kidneys, when there was excessive work thrown on the surviving cells of these glands, it was not very rare to find evidence of compensatory cellular hypertrophy or hyperplasia accompanied by actual neoplastic formation (minute subcapsular papillary adenomata in the kidney, or adenomata or even adenocarcinomata in the liver).
The PRESIDENT said he ranged himself with those who felt that Harvey Cushing's thesis still remained unproven. The most interesting feature in this case was its suprarenal aspect; it reminded him of Dr. Turney's case, which he saw at the Royal Society of Medicine, before this syndrome was heard of. Turney's article was supported by striking photographs, showing the lady in a charming gown, and another depicting her a year or two afterwards when she was completely metamorphosed like the lady seen this evening. He remembered the description of a French case in which the woman was named " The Tiger," because she had changed so much in her character as a result of this disease. The violent outbursts of temper in these cases were probably not due to the femininity of the patient, but to the conflict between her normal self and the virility which came into force in some pathological states of this kind. This was a syndrome, or one might call it a mosaic, and the prime cause might be suprarenal, though it might occur in a wider syndrome.
Epilepsy, and Parathyroid Disturbance with Cataract.-E. A. BLAKE PRITCHARD, M.D. D. K., a boy, aged 13, was first seen in February 1931, at the age of 10. He was an only child, preceded by a five months' miscarriage and delivered at term by Casarean section. At the age of 5 he fell and hit his forehead against a brick wall; he did not lose consciousness and no sequelm beyond a large bruise were noticed. Four months later he began to have fits which have continued ever since. He occasionally complains of feeling bad for a few seconds before each fit but usually he falls without warning, becomes stiff and cyanosed and then twitches in all his limbs. He has bitten his tongue and passed urine on several occasions. Loss of consciousness lasts for a minute or two in some of these attacks but usually for only a few seconds.
After receiving treatment at Great Ormond Street Hospital he was free from attacks for one year. Then, at the age of 6, he had whooping-cough and discontinued treatment; the fits began again and have never entirely disappeared. The longest interval, during 1930, i.e. at the age of 10, was one month, and at the end of that year the fits were of daily occurrence.
From the age of 7 to the age of 10 he has had, also, attacks of partial consciousness with stertorous breathing. He was said to be well in every way, not to complain of headaches, to eat perhaps too heartily, and to be quite active on his legs.
On examination, March 1931, he was backward for his age, 10 years, being unable to read. Cranial circumference large but within normal limits. Visual acuity apparently normal. Retinal veins rather thick but no other abnormality of fundus. Pupils normal in size and reaction. No impairment of function of cranial nerves. Light percussion over parotid region on either side resulted in a twitch of all the facial muscles of the same side. No impairment of power or of co-ordination of limbs; gait rapid and normal. Sphincter control perfectly good; no impairment of any form of cutaneous sensibility. Tendon reflexes were all brisk and equal, and plantar responses flexor. Compression of the upper arm with sphygmomanometer band at 180 mm. Hg pressure for five minutes resulted in no spasms of the hands.
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During the past three years, Dr. Norah Regan and I have made a careful study of cardiac cases attending the ante-natal clinic, or admitted to the wards, of St. Mary's Hospital in Manchester. We have kept in touch with these patients and watched their symptoms throughout the later weeks of pregnancy, through labour and the puerperium, to see how the damaged heart stood the additional burden which it was called upon to bear. And finally, we have re-examined most of them some months after confinement, in order to ascertain whether the heart appeared to have suffered any further permanent damage as the result of pregnancy and labour.
(b) Material.-The clinical material in this investigation consists of two series of cases. The first series, comprising 82 patients, includes all grades of heart disease, from the most severe to the most triVial. It is a consecutive series of unselected cases. By that I mean that it includes every case of pregnancy seen at St. Mary's Hospital, during a period of about 18 months, in which heart disease was detected. Three of these patients were admitted directly to the wards on account of heart disease, the other 79 cases were drawn from 3,185 women examined by Dr. Regan at the ante-natal clinic.
The second series differs from the first in that it is not consecutive. It was recruited from patients in whom heart disease was diagnosed or suspected in the first instance, not by us, but by some member of the honorary or resident obstetric staff of the hospital. These patients were referred to us for diagnosis and medical treatment.
In 26 cases in this series we found evidence of an organic heart lesion. I shall confine my attention almost exclusively to the first series, since it constitutes a fairer sample of the incidence of heart disease in the working-class population of an industrial area, and being a consecutive series of unselected cases, it fulfils more nearly what scientifically one might call a " clean " experiment.
(c) Method of investigation.-For the purpose of this investigation I drew up a special case sheet (figs. 1-4).
(A) History.-Section A is self-explanatory. The first two paragraphs-the "Obstetric History" and "First Obstetric Examination "-are completed at the time the patient is first seen, whether at the ante-natal clinic or in the ward. She is then brought up to my out-patient clinic at the Royal Infirmary for the completion of Section D. A full medical history is taken, and she is closely questioned regarding the various types of rheumatic infection and other illnesses likely to have been responsible for initiating or aggravating the cardiac lesion.
(B) Physical Examination.-In Section D II are enumerated the physical features which I consider to be the most important in the examination of a case of chronic heart disease.
(1) Congestive heart failure. Of these the first is evidence of venous congestion, as manifested by engorgement of the veins of the neck, enlargement of the liver, moist sound at the bases of the lungs, and oedema.
(2) Cardiac enlargement. In addition to palpation of the maximal cardiac impulse and percussion as a means of determining the size of the heart, a six-foot X-ray film has been taken in each case. For this we are indebted to our colleagues Dr. R. S. Paterson and Dr. E. W. Twining, of the Manchester Royal Infirmary.
(3) Disorders of rhythm. An electrocardiographic examination was made in each case in addition to the usual routine clinical examination.
(4) Valvular lesions. I have placed these last on the list intentionally, because when regarded from the point of view of prognosis, they afford less valuable information than any of the other three features. Valvular lesions belong to the field of diagnosis, and here we are concerned primarily with prognosis. The same applies to those auscultatory signs which afford evidence of congenital heart lesions. In these also it is the associated cardiac
